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 N 000 Initial Comments  N 000

This was a state home health complaint 

investigation. 

Complaint # IN00168997:  Allegation did not 

occur.

Facility Number: 012802

Medicaid number: 201081750

Kindred At Home - Home Health- Indianapolis is 

in compliance with 410 IAC, Article 17, Rule 12, 

Section 1 as relates to this complaint.  
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